ICD-9-CM CODING Currently, International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) diagnosis codes must be used for inpatient and outpatient physician billing. Always use the most specific code available. The documentation should include terms that are associated with the diagnosis code descriptions and an indication that this diagnosis was addressed during the encounter. Good documentation makes choosing a code easier. Persons with headache often have multiple diagnoses related to both the headache disorder and to coexistent conditions that impact headache or its treatment. The following points should be considered: (1) Is the encounter for evaluation or treatment of a headache disorder or does the encounter address a complication due to comorbidity or treatment?
Patients may develop a medication reaction, such as tachycardia or chest pain, that needs to be coded. The diagnosis for the primary reason for the visit is coded first. (2) Does the patient have a primary headache, a secondary headache, or both?
Patients with head trauma may have both posttraumatic headache and exacerbation of new-onset migraine. (3) Does the patient have more than one type of primary headache?
Patients with migraine often have milder headaches that can be coded as tension-type headache. Patients with migraine with aura often have attacks of migraine without aura. Remember, you are coding headache attacks. (4) What are the complications?
The ICD-9-CM recognizes the presence or absence of status migrainosus and intractability. The ICD-9-CM also equates ''intractable'' with ''refractory.'' Example: A patient with an established diagnosis of migraine with and without aura returns to the office with a report of cervical pain during his nonaura migraine headache, which has been going on for 4 days. The following diagnosis codes would be submitted on the claim: Example: A patient with an established diagnosis of migraine with and without aura returns to the office with a near-daily nonaura headache for the past 3 months and attacks of migraine 3 times per week. The patient uses triptans for each attack. The patient is counseled about overuse of triptans as a cause of the conversion to chronic migraine. The following diagnosis codes would be submitted on the claim: Try to be as specific as possible in coding coexistent diseases that are addressed during the visit. For example, the ICD-9-CM has special instructions for codes for hypertension and diabetes. If the hypertension is secondary, then two codes are required, one for the secondary hypertension and one for the cause. In order to choose a specific code for diabetes, it is important to document whether the diabetes is primary or secondary, type 1 or type 2, and controlled or uncontrolled. Medical records often do not include information regarding the control of hypertension or other disorders that are not being managed by the neurologist but that impact headache care. While coding nonspecific diagnoses is discouraged, there may be occasions when this is the best information available.
Example: During an outpatient visit for a patient with migraine with and without aura, the physician spends part of the visit evaluating coexistent conditions. This patient has a history of essential hypertension and obesity. Lifestyle change, diet, and medication are all discussed during the visit, as are the contraindications to certain medications. The diagnosis codes for this encounter are as follows: Using a crosswalk is not a substitution for also consulting the full classification. There may be instructions in the index or tabular classification that alter the choices from the table above.
CONCLUSIONS
Patients often have more than one headache type; diagnose each type. With a secondary headache, diagnose both cause (eg, posttraumatic headache) and the headache phenotype (eg, migraine). Diagnose all comorbid and coexistent disorders.
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